This paper presents the rationale and therapeutic components of a pilot group program which combined mindfulness skills and cognitive behavioural therapy to address problematic perfectionism (PP). PP is defined as the pursuit of extremely high standards despite negative outcomes and consequences in personal, academic and social areas of functioning. This pilot group used a psycho-educational approach, training participants in mindfulness skills and cognitive behavioural techniques to reduce procrastination, ruminative processes and general distress. Mindfulness is an ancient meditative practice that encourages acceptance and non-reactivity to different types of stimuli. Mindfulness in psychology has been used as a cognitive and behavioural tool to reduce anxiety and worry as well as to promote well-being. The paper discusses preliminary findings, initial participants' impressions and acceptability of the program followed by an identification of limitations of pilot program. Finally the paper offers recommendations for future research.
Introduction
This paper focuses on a pilot group program addressing problematic perfectionism (PP). Perfectionism has been conceptualized as a personality disposition that may lead, with co-existing repetitive thinking, and anxiety related avoidant behaviour, to adverse outcomes. The group program has been designed to disrupt a cycle of distress and to reduce reinforcement factors. The skills training group targets the most common cognitive, emotional and behavioural maintaining factors resulting in negative outcomes. Following the presentation of the group framework, principles, structure and goals, the paper will delineate some of the limitations of the pilot program and will discuss responses from the participants of this initial group. Some recommendations for future research will be indicated last.
Problematic Perfectionism and Trans-Diagnostic Processes

A Continuum Model
Perfectionism is implicated in the onset and maintenance of many psychological disorders such as mood, eating and anxiety disorders. Perfectionism is regarded as a trans-diagnostic, contributing and maintaining factor of the most common clinical disorders (Antony and Swinson 2009 , Arping et al. 2008 , Dudley et al. 2011 , Egan et al. 2011 , Flett and Hewitt 2002 , Flett et al. 2007 , Harvey et al. 2009 ). Perfectionism is considered a personality trait that can lead to not only excellence in achievement and performance, but to negative outcomes as well. PP is defined as pursuing self-imposed, extreme and demanding standards, despite negative outcomes such as anxiety, depression, troubled relationships and damaged self-esteem (Brustein 2014 , Shafran et al. 2010 .
Perfectionism can be conceptualized as a personality tendency in a continuum ranging from non-perfectionism, healthy perfectionism, and in the extreme, PP. In PP, self-worth is based exclusively on performance and achievement. Not surprisingly, harsh self-criticism, self-destructive behaviours, and painful emotions co-exist with PP (Shafran and Mansell 2001 , Shafran et al. 2002 , Shafran et al. 2010 , Wade 2015 . PP has also been termed "clinical perfectionism". In the current context, the term problematic was chosen to focus on the negative consequences of perfectionism and in an effort to minimise those negative consequences, rather than on perfectionistic strivings (high ambitions, standards of excellence). The focus of attention of the group program is the negative or problematic aspects of perfectionism while the adaptive aspects of perfectionism are acknowledged and encouraged. This approach is consistent with the model proposed by Kutlesa and Arthur (2008) which also viewed perfectionism in a continuum. Their group intervention attempted to embrace perfectionist strengths and strivings while minimising the debilitating consequences of perfectionism in areas such as personal identity, performance and health.
Exposure Therapy Elements
Clinical levels of anxiety are commonly found in people with PP (Egan et al. 2014) . Exposure therapy is the treatment of choice for anxiety disorders. Exposure is a well-validated, effective psychological treatment for most anxiety disorders (Barlow 2008 , Gallagher et al. 2014 , Richard et al. 2011 . It is understood as the confrontation of aversive experiences or feared stimulus (internal or external) which produces an undesirable reaction (anxiety, fear, distress), as a way to gradually decrease the strength of the current association between stimulus and response. Exposure as a strategy involves approaching a feared situation, intrusive thoughts or memories with the aim of obtaining corrective learning, which is the acquisition of a new behavioural repertoire. Exposure is the opposite of avoidant behaviour which inhibits new learning. Carey (2011) maintains exposure is a trans-diagnostic treatment principle that is a core in all effective psychological interventions. He argues exposure is based on awareness and reorganization, vital steps in the process of achieving beneficial change. The Unified Protocol for Emotional Disorders outlined in Allen et al. (2008) is another relevant illustration of the use of exposure therapy elements in addressing common features across disorders. More details about the use of exposure therapy elements in this pilot program will be provided below in this paper. Harvey et al. (2009) argued that there are common attentional, cognitive and behavioural processes underlying psychological disorders. They include selective attention, rumination, avoidance behaviour, safety behaviour and experiential avoidance (Higginson et al. 2011) . Because repetitive thinking (rumination) and excessive worry are common companions of PP, and function to maintain distress (Blankstein and Lumley 2008, Wade 2015) , they will be discussed next.
Rumination and Worry
Nolen -Hoeksema et al. (2008) defined rumination as "repetitive thinking about the causes, consequences and symptoms of one's negative affect" (p.569). Rumination has been associated with psychological distress because ruminators avoid processing experiences and negative emotions. As such, rumination acts as an avoidant emotional regulation strategy which obstructs effective problem solving (Bassanini et al 2010 , Nolen-Hoeksema 1991 , Short and Mazmanian 2013 , Smith and Alloy 2009 , Watkins 2009 ). Rumination maintains distress because the focus is on what went wrong instead of what can be done to make things better. Rumination interferes with effective problem solving. Blankstein and Lumley (2008) refer to rumination as a "brooding trap", a vicious cycle which exacerbates distress.
Rumination involves dwelling in repetitive and stereotypically rigid thinking generally about past events while worry (another self-focussed strategy) involves a preoccupation with potential future catastrophic events. Worry takes attention away from threatening thoughts and inhibits the autonomic anxiety response. Like rumination, worry inhibits emotional processing and effective problem-solving. Worry is a problem solving effort; however, because the problem is not current but hypothetical or outside the control or influence of the worrier, worry becomes useless and counterproductive. Worry is a verbal linguistic attempt to prevent future feared events. It involves "What if" questions and common themes include relationships, poverty, injury and incapacity, unemployment and social disgrace (Harvey et al. 2009) . A rationale for training in mindfulness skills as a way to exit negative thinking and decrease rumination and worry is provided next.
Mindfulness Training
Mindfulness training is essential in obtaining metacognitive awareness (defined as thinking about thinking, awareness of own thought processes) and in accelerating experiential acceptance (Cayoun 2011 (Cayoun , 2014 (Cayoun , 2015 . Mindfulness skills include the practice of behaviours, such as paying attention to, observing, describing the experience and fully immersing the self into the present moment (Linehan 1993 (Linehan , 2015 . Mindfulness skills promote awareness and an exit to the ruminative mind, which perpetuates distress (Egan et al. 2014) .
It is generally accepted that meditative practices like mindfulness enhance well-being (Kabat-Zinn et al. 1998 ). In the group context, mindfulness is deprived of any religious or spiritual connotations. Mindfulness skills can then be taught and practised in a group setting (Linehan 1993 (Linehan , 2015 .
Mindfulness is defined as present awareness of experience as it unfolds, incorporating thoughts, feelings, actions, and bodily sensations. Moreover, attitudes related to mindfulness include gratitude, acceptance, non-judgmental mind and psychological flexibility.
Present moment awareness is contrasted to automaticity, auto-pilot mode, typical patterns of disconnection to the present when the mind is preoccupied with thoughts about the future, or entangled with past memories. This mode of being is referred as "autopilot" (Alidina 2010 , Kabat-Zinn 2003 , Nhat Hanh 1987 or the "wandering mind". The mind in "autopilot" is not per se an indication of pathology; but the most common state of the mind (default mode), as Killingworth and Gilbert noted (as cited in Niemiec 2014):
"The human mind is a wandering mind, and a wandering mind is an unhappy mind. The ability to think about what is not happening is a cognitive achievement that comes at an emotional cost" (p.10). Baer (2003) reviewed the existing literature (experiential studies) about mindfulness as a psychological tool. She concluded that studies revealed mindfulness is an effective psychological intervention, which promotes relaxation, cognitive, emotional and behavioural changes. The practice of mindfulness may act as a type of exposure strategy because the regular practice of mindfulness skills facilitate confrontation of internal experiences (thoughts and feelings) with a non-judgmental attitude leading to a reduction in anxiety, stress and depression (Ball et al. 2007 , Brustein 2014 , Carmody et al. 2009 , Teasdale et al. 1995 .
From a mindfulness perspective, what is emphasized is non-doing, notstriving, and to fully attend to current experience, regardless of whether the experience is pleasant, unpleasant or neutral (Kabat-Zinn 1990). As opposed to a relaxation practice, which aims to trigger a "relaxation response", meditative practices like mindfulness are not goal oriented.
Self-acceptance
People with PP have a fragile self-esteem. A feeble self-esteem is the result of a global negative opinion of the self which is constantly reinforced by the difficulty in attaining the desired level of aspiration, competency and achievement. Self-esteem is a complex system affecting the way a person feels about themselves, the way they interact with others and their overall sense of satisfaction in life and well-being. It has cognitive (self-description), affective (self-esteem) and evaluative aspects (self-evaluation) (Guindon 2010) .
In PP, self-esteem is contingent upon unrealistic achievement and performance standards. The "paradox of self-acceptance" can then offer an alternative approach to building self-esteem. A paradox is a self-contradictory statement based on Eastern philosophy, where the basis of change is accepting and embracing limitations to be able to overcome them. Self-acceptance is viewed as protective of self-esteem and independent of achievements (Burns 1983) .
Procrastination and Avoidant Behaviour
Perfectionism and procrastination are intimately related (Basco 2010) . Procrastination is a behaviour pattern of deliberate action postponement: "making a decision for no valid reason to delay or not complete a task or goal you have committed to, and instead doing something of lesser importance, despite there being negative consequences to not following through on the original plan or goal" (Saulsman and Nathan 2008: 2) . Flett, Hewitt, Davis and Sherry coined the term "the perfectionistic procrastinator". The perfectionistic procrastinator is described as a person who has frequent negative automatic thoughts in connection to achieving perfection as a way to gain approval. Additionally, he/she typically suffers from a negative self-concept, decreased sense of self-efficacy, extreme fear of failure and high dysphoria (Flett et al. 2004 ). The authors recommend psychological interventions directed at those specific areas with the aim of decreasing self-criticism and rumination, promoting effective problem solving and realistic goal setting, as well as ameliorating distress (anxiety, depression and stress).
Nobody is Perfect (Nip): Group Therapy Addressing Problematic Perfectionism
Keeping in mind the common psychological processes and difficulties described in the previous section, NIP used well validated cognitive, behavioural and mindfulness skills as main strategies to reduce distress and promote well-being (Egan et al. 2014 , Senderey 2014a , 2014b .
NIP used mindfulness as an intervention strategy why shares some similarities to exposure therapy, as NIP participants learn skills to confront aversive internal (thoughts, feelings, emotional states) and external (interpersonal situation, conflict, disagreement) stimuli, to obtain increased psychological flexibility and a non-judgemental attitude (new behavioural or attitudinal repertoire). Participants learn to face thoughts and emotions without using cognitive, emotional or behavioural avoidance. Avoidance or suppression reinforces old maladaptive patterns. NIP participants are encouraged to face anxiety provoking thoughts and emotions to achieve habituation and reduce the use of cognitive, emotional or behavioural avoidance strategies. As noted previously, the practice of mindfulness then serves as a type of exposure strategy. The author of this article is not claiming mindfulness is equivalent of exposure therapy. Mindfulness skills were used in NIP as a way to assist participants in facing painful thoughts and emotions, with a non-judgmental stance (Ball et al. 2007 , Brustein 2014 , Carmody et al. 2009 ).
Group Approach using Adult Learning Principles
A group based on adult learning principles (Imel 1998 , McNeill et al. 2006 ) was designed and implemented in a university based psychology clinic, at the Australian College of Applied Psychology (ACAP). ACAP offers postgraduate training in clinical and professional psychology.
The group program was designed on the following foundations:
1. Capacity-building (skill training) 2. Participant-centred learning 3. Collaboration between participants and facilitators 4. Relevance of group materials recognizing that adults learners have multiple and competing responsibilities (academic, work, family, health) 5. Establishment of a supportive and respectful group environment 6. A psycho-education and preventive approach.
The main focal points of the group were sharing information, resources and tools to facilitate change of unproductive behaviour, tackle negative consequences of perfectionism, problem solve and decrease distress. To that purpose, a range of evidence based strategies were discussed and practiced. Strategies include mindfulness, acceptance, behavioural functional analysis, distress tolerance, problem solving, behavioural activation and emotional regulation skills.
The clinic manager (1) and 2 postgraduate students conducted the initial pilot program. The program was advertised internally to recruit participants who wanted to address problematic perfectionism. A small number of participants joined the first group (n=6). Two participants did not complete the program, leaving four participants who completed the first pilot program. Participants were interviewed and completed questionnaires before and after the program. The limited number of participants prevents a quantitative evaluation of results; however, anecdotal information and feedback received from participants during a group evaluation session were extremely promising. In order to evaluate the effectiveness of the program to decrease distress and to foster well-being, two more pilot programs are planned. Additionally, a research study in progress is investigating perfectionism, procrastination, and well-being factors in relation to retention rates in a sample of Psychology students. The model used in this pilot program was consistent with the idea of building resilience and empowering participants to take responsibility to make changes in their lives. To that effect, information about a cognitive-behavioural model of PP (Shafran et al. 2010 , Steele et al. 2012 ) allowed participants to understand the way in which PP contributes to achieve undesirable effects. The group was based on experiential learning, collaboration and level of readiness to tackle PP.
In the group, participants were trained to refocus their attention from the "wondering mind" to their present moment by practising mindfulness skills. A 15 minute meditation called open hearted -acceptance meditation (McGonical 2014) was practiced at the beginning of each session. The same script was repeated every session to promote habituation. Additionally, participants were trained to use observation, description and participation in activities in a nonevaluative manner (Bein 2013 , Linehan 1993 .
Group participants were taught the "What" and "How" of mindfulness micro-skills (Linehan 2015) . Additionally, DBT concepts of acceptance (self, others and experiential) and distress tolerance were discussed and practised in session and then given as homework tasks. Objectives NIP is an eight-week group program addressing some of the negative consequences of perfectionism. The group format was regarded as an optimum learning milieu for adults experiencing PP. Additionally, a group format is an efficient and practical way to deliver evidence-based interventions to a group of people with emotional disorders (Bullis et al. 2015 , Scott 2011 .
The objectives, outcomes and skills covered in group training are listed in the table below. 
Psychological Interventions
Psychological interventions were aiming to disrupt cognitive and behavioural processes maintaining distress (Harvey et al. 2011) . Skill training incorporated strategies borrowed from behaviour therapy, dialectical behaviour therapy (Linehan 1993 , Robins et al. 2004 , motivational interviewing, mindfulness based stress reduction (Kabat-Zinn 1990) and mindfulnessintegrated cognitive behavioural therapy (Cayoun 2014 ). Key cognitive maintaining factors amenable to change were targeted, in particular ruminative processes . Table 2 provides a list of psychological strategies and approaches used in the group program. A person's readiness to change in this context was discussed with group participants. Prochaska's (1994) trans-theoretical stages of change model was used to assist participants to understand and to identify the phase they found themselves in, at the time of starting the group (Dalton & Gotlieb, 2003) .Tasks of each phase were discussed and ideas or strategies to facilitate change were explored (Rollnick et al. 1999) .
Group participants were provided with a list of the program contents and learning goals. A weekly thematic list is presented in Table 3 below. The perfectionist script for self-defeat (Burns, 1983) Self-esteem and perfectionism. Self-acceptance and letting go.
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The acceptance paradox (Burns, 1983) Paradox and contradiction. Acceptance and change. Disputation of self-limiting beliefs. 
Thematic Analysis and Preliminary Discussion
An analysis of the transcripts of the informal evaluation conducted at the end of the first pilot NIP revealed a number of themes. Those themes were: the positive effects of a group approach, the importance of focussing on cognitive distortions typical of PP and the potential benefits of the combination of mindfulness and traditional cognitive behavioural strategies.
Positive Effects of a Group Approach
Two of the participants' comments below illustrate some positive effects of the pilot program. John, a 35 year old project manager, diagnosed with chronic depression and anxiety found the program extremely helpful, with overall high satisfaction in the content and skills learned: As anticipated, the foundations of a group approach using principles of adult learning offered participants an non-threatening environment where problems could be analysed and effective problem solving, encouraged. The normalisation of emotions and the acknowledgement of the positive aspects of perfectionism allowed participants to take a more compassionate perspective on themselves. The collaborative alliance between facilitators and adult participants, the provision of information, skills and additional resources contributed to empower participants to take responsibility to address their problematic aspects of perfectionism. Notwithstanding the advantages of a group format, it must be noted that time constraints limit the individual attention that can be allocated to each participant. Some people with PP and comorbid anxiety or mood disorders may benefit from attending group skills training in parallel with individual therapy. The Dialectical Behavioural Therapy (DBT) model proposed such a complementary integration (Linehan 1993) .
Focus on Cognitive Aspects of PP
The importance of targeting cognitive aspects of perfectionism such as rigid, dichotomous thinking patterns and harsh self-criticism is illustrated by Lili's comments below.
Lili is a divorced 52 year old woman diagnosed with obsessive compulsive disorder and depression. She recently returned to university following a mental breakdown requiring inpatient care. She initially explained her rigid perfectionistic standards: Amy, a 49 year old participant, at the beginning of the group disclosed her chronic feelings and her lifelong pattern of perfectionism coupled with procrastination. Amy, a social policy writer and researcher who suffered from chronic depression and debilitating anxiety told us: "when I procrastinate (that is "all my life") I often think I am bad person". Additionally, a constant sense of pressure, self-rejection and inability to enjoy a sense of achievement is illustrated by another of her comments: "after the completion of my PhD. I just wanted to bury it six feet under". Consistent with expectations, poor self-esteem and low self-efficacy were predominant features in all four participants who completed the first pilot NIP group. However, it is difficult to ascertain whether this was the result of other coexisting diagnoses, a lifelong pattern of self-derogation eroding self-esteem or their interaction. Nevertheless, intervention strategies to assist people with PP need to consider the fundamental role of cognitive factors in the PP remain crucial.
Combination of Mindfulness and Cognitive Behavioural Strategies
Clearly, more research is needed to confirm the validity and specific benefits of adding mindfulness to standard cognitive behaviour therapy (individual or group). In this paper, we provide anecdotal information about the potential benefits. Undoubtedly, there is yet limited empirical evidence of a relative increased efficacy of the addition of mindfulness into a cognitive behavioural treatment of perfectionism. As Egan et al. (2014) pointed out, there is no current data to substantiate claims that mindfulness and acceptance based approaches by themselves (standalone) are evidenced-based treatments for clinical perfectionism.
Lili's opinion below is suggestive of a positive reception of the NIP approach. Lili participated in previous therapeutic groups in a hospital environment but did not find them useful as she would not talk or disclose her difficulties in an effort to appear "perfect". When NIP was completed she told us: 
Limitations
There are several limitations that can be identified with the pilot program presented in this paper. First, the current paper is based on an initial trial of a first pilot program and on research in progress. Although tentative conclusions about the acceptance of the program can be drawn, further programs must be run before these conclusions can be accepted as definitive. Second, it is recognised that perfectionism is an enduring personality characteristic that may be resistant to change; the short duration of NIP is problematic, as some core constructs of perfectionism may require longer term and more intensive group and individual therapy rather than a short term group program, where some of the participants may not be willing to disclose their perceive imperfections due to a fear of rejection, feeling exposed and vulnerable. Furthermore, changing chronic patterns of behaviour requires information, skills and the internalisation of skills. Follow up is required to ascertain if participants continue to use the skills learned.
Third, the main assessment tools were clinical tools used for the anxiety and mood disorders, and therefore may not be sensitive to more subtle changes. Fourth, there were no strict exclusion criteria, and consequently, the participants presented with co-morbid disorders that may have complicated and decreased the effectiveness of the program.
Based on the qualitative feedback obtained from the initial NIP participants, some modifications will be introduced to the 2 nd and 3 rd pilot programs. These include:
1. Extension of the program duration to 12 sessions with a total of 24 hours of group therapy. 2. Extra sessions focussing on maladaptive thinking patterns and cognitive traps. 3. Follow up of participants at 3 months and 6 months. 4. Evaluation of the effectiveness of the program by the use of controls (clients of a university based counselling service and a convenience sample). 5. Introduction of new assessment tools and outcome measures.
Further studies, therefore, will benefit from a comparison of the perfectionistic self-schema and efficacy of psychological interventions combining mindfulness and cognitive behavioural therapy, in a clinical and a non-clinical population. Future research may need to investigate the specific contribution of mindfulness skills to help clients with PP above and beyond the use of a cognitive behavioural group approach. Additionally, more research is needed to ascertain which specific aspects of PP cognitive or behavioural treatment interventions must be prioritised.
Conclusions
This paper outlined an 8 week group program designed to address PP. The group's principles, structure and goals were introduced as well as the psychological strategies used to disrupt an unproductive cycle leading to low efficacy, poor self-esteem, and psychological distress. Even though only a pilot program was conducted, and current evidence of effectiveness is very limited, there is promising feedback from participants regarding the usefulness of the group and the supportive context in which the skills were learned. This initial pilot program enabled the identification of some limitations of the NIP program. It is hoped that these limitations will be further investigated and overcome in the second and third pilot programs.
